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Dislocation in the proximal tibiaﬁbular joint is a rare but
perhaps underreported injury, which also can include peroneal
nerve affection with its relation close to the head of the ﬁbula,
especially with posterior and superior dislocation.6 Ogden’s
classiﬁcation describes four types of dislocations: subluxation,
anterolateral dislocation, posteromedial dislocation and superior
dislocation.5 The anterolateral dislocation is the most common,
accounting for 85% of proximal tibiaﬁbular dislocations and is
frequently associated with sports. The mechanism of injury is
typically a sudden plantarﬂexion and inversion of the foot
combined with a ﬂexion in the knee and external rotation of the
leg.3 Objective ﬁndings usually include a prominent capitulum
ﬁbulae, local pain and swelling and lateral knee pain associated
with movement in the ankle. Antero-posterior and lateral X-rays
are usually diagnostic for the injury but computed tomography
(CT) can often supplement with valuable information, especially in
determining the position of the luxation.1 X-rays of the ankle
should always be included to estimate the position of the ankle
joint, and if needed comparative X-rays of the opposite ankle joint
should be made or a CT of the injured side.6 The importance of a
thorough anamnesis and objective ﬁndings, to prevent the
progression towards chronical symptoms, must be stressed, as
the acute injury could be misdiagnosed as it resembles the
symptoms of a knee distortion or meniscus injury.2 The injury can
include both syndesmotic rupture and ankle fracture, particularly
along the medial malleolus and should therefore always be
considered when there are symptoms from the ankle and a
relevant anamnesis.4
2. Materials and methods
A 44-year-old female presented herself to our accident and
emergency department after sustaining an injury to the right knee
during a handball-match, where she under forward movement was
pulled back in the shoulder, while the right foot kept its position in
the ground. She could no longer support on the right leg due to pain
on the lateral side of the knee. The examination showed a
prominent ﬁbula head with localised pain and swelling. The pain
was present from the knee to the ankle, and by moving the ankle* Corresponding author. Tel.: +45 66113333.
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 joint the patient felt pain in the leg and the lateral part of the knee.
There were no signs of damage to the peroneal nerve. X-ray of the
right knee (Fig. 1) and the leg showed dislocation of the head of the
ﬁbula, as well as incongruence in the ankle joint. No fracture was
present. In general anaesthesia under ﬂuoroscopy a total
syndesmotic rupture was found. Therefore, the procedure contin-
ued with operative ﬁxation. Through an incision over the distal
ﬁbula, it was possible to recreate the congruence in the ankle joint
with a temporary k-wire ﬁxation. Closed reposition of the ﬁbula
head was not successful, and therefore open reposition of the
anterolateral dislocation was initiated successfully during knee
ﬂexion. The head was ﬁxated with a 4.0-mm cannulated screw. In
the distal ﬁbula, ﬁxation was achieved with two parallel 3.5-mm
fully threaded cortical syndesmotic screws penetrating the ﬁbula
and the lateral tibia cortex proximal to the distal tibiaﬁbular joint.
The patient was immobilised with a static walker for 6 weeksFig. 1. Right knee. Antero-posterior X-ray preoperatively.
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was removed and full weight bearing was initiated. Syndesmotic
screws were removed after 8 weeks. The proximal screw was
removed after 16 weeks, and the patient was referred to a
physiotherapist for rehabilitation.
3. Results
After 1 year, an objective examination showed complete
restoration of movement and no other sequelae. The patient had
returned to all her daily activities including sports, without any
problems or pain.
4. Discussion
The proximal anterolateral tibiaﬁbular dislocation is a rare
injury often related to sport activities. By reviewing the existing
literature we have not found reports that describe an associated
total syndesmotic rupture without fracture or other injuries.
Treatment of the proximal tibiaﬁbular dislocation and associated
injuries are with no clear guidelines, as no larger case series exist in
order to guide doctors in their choice of treatment.6 There is no
evidence supporting best treatment; however, there is a consensus
about always attempting closed reposition in isolated cases, which
is usually successful. If reposition is not achieved by this method,
the next step is open reposition and ﬁxation with either screw or k-
wire, which always has to be removed at a later stage.1 Treatmentof the syndesmotic rupture is always operative, but is disputed
regarding position of screws, length of screws, period of
immobilisation and subsequent removal of screws as no clear
evidence exists.4
5. Conclusion
We have in this case report described a successful treatment of
as anterolateral proximal tibiaﬁbular dislocation with total
syndesmotic rupture without associated fracture or other injuries
with a 1-year follow-up.
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